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http://dx.doi.org/10.1016/j.fjs.2013.Summary Radiofrequency ablation is a procedure used to treat hepatocelluar carcinoma. In
this paper, we describe an unusual case of solitary rectal metastasis in a 71-year-old male pa-
tient one year after he had undergone radiofrequency ablation for hepatocelluar carcinoma.
His presenting symptoms were tenesmus and the passage of small-caliber stools. The definitive
diagnosis was determined after he underwent laparotomy. The liver and the abdominal cavity
were free of the tumor, except for the rectal lesion.
Copyright ª 2013, Taiwan Surgical Association. Published by Elsevier Taiwan LLC. All rights
reserved.1. Introduction
Hepatocelluar carcinoma (HCC) occurs frequently in pa-
tients who have chronic hepatitis B infections in conjunc-
tion with liver cirrhosis. Radiofrequency ablation (RFA) is
often chosen to treat a relatively small hepatocellular
carcinoma because it is a minimally invasive modality. The
safety of the procedure is well established. Intra-abdominal
metastases are uncommon after RFA for HCC. SolitaryColorectal Surgery, Depart-
ber 1, E-Da Road, Jiau-Shu
2445, Taiwan.
rg.tw (H.-P. Chen).
ight ª 2013, Taiwan Surgical Asso
04.003rectal implantation is extremely rare. We have encoun-
tered this type of unusual case and hereby describe it.
2. Case report
A 71-year-old man suffered from tenesmus and the passage
of small-caliber stools for nearly 1 year. He visited our
outpatient gastrointestinal department because of the
aggravation of these symptoms in recent months. He had a
history of chronic hepatitis B infection with liver cirrhosis
for several years. At a medical center in Southern Taiwan
one year prior to this visit, he had undergone radio-
frequency ablation for a 1.5 cm  1 cm hepatocellular
carcinoma that was at segment 4 of the liver. Tumor marker
studies, blood chemistry, and colonoscopy were performed.
The colonoscopy showed a small sigmoid colon polyp. Aciation. Published by Elsevier Taiwan LLC. All rights reserved.
Figure 2 The liver has a uneven surface without a visible
nodule.
Rectal metastasis following radiofrequency ablation 141polypectomy histopathologically revealed a tubular ade-
noma. The tumor markers and blood tests were as follows:
alpha-fetoprotein (AFP), 11 ng/mL; carcinoembryonic an-
tigen (CEA), 2 ng/mL; carbohydrate antigen 19-9 (CA19-9),
420 U/mL; aspartate aminotransferase (AST), 80 U/L;
alanine aminotransferase (ALT), 90 U/L; alkaline phospha-
tase, 210 U/L; albumin, 3.3 g/dL; total bilirubin,
0.44 mg/dL; prothrombin time, 13.3 seconds (control, 12.6
seconds); and creatinine, 1.4 mg/dL. The HBsAg and anti-
HBe tests were positive, and the HBeAg and anti-HCV tests
were negative. Ascites or encephalopathy was not present.
The patient was classified as Child-Pugh class A.
Because of the elevated CA 19-9 level, contrast-
enhanced computed tomography (CT) of the abdomen
was performed and revealed in the left perirectal region an
approximately 5 cm diameter enhanced mass that was
potentially malignant as indicated by its heterogeneous
contents and an ill-defined margin (Fig. 1). No abnormal
liver nodule was present, but the liver had an uneven sur-
face because of liver cirrhosis (Fig. 2). He was transferred
to our colorectal department.
Physical examination of the abdomen was unremark-
able. Digital rectal examination demonstrated that the
mass was exerting external compression in the left lateral
pelvis. There were no abnormal findings on the chest X-ray.
Laparotomy for resection was performed under the
impression of the pelvic tumor.
The main operative finding was a 5 cm  5 cm fragile,
encapsulated mass at the left peritoneal reflexion with
rectal invasion (Fig. 3). No additional tumor or mass was
present in the other portion of the abdominal cavity. A low
anterior resection with colorectal anastomosis was per-
formed with a protective transverse-colostomy on account
of easy oozing and a narrow pelvis. The histopathologic
study showed carcinoma with trabecular patterns, and the
diagnostic features of hepatocellular carcinoma inFigure 1 A heterogeneous enhanced mass with a focal
irregular margin is in the left perirectal region.
Figure 3 A 5 cm  5 cm fragile mass is present at the left
peritoneal reflexion with rectal invasion.
Figure 5 Immunohistologic stain was positive for hepatocyte
142 K.-W. Liu et al.perirectal fat tissue without involving the rectal wall
(Fig. 4). The tumor cells were immunoreactive to hepato-
cyte paraffin 1 (Hep-1; Fig. 5). The radial margin of the
tumor was not completely clear microscopically. In the
absence of visible hematogeneous or lymphatic spread to
other organs, direct seeding was considered to be the most
likely mechanism of his rectal metastasis.
Three weeks later, the patient was discharged without
morbidity. He was not treated with any adjuvant therapy
because of persistent postoperative impaired liver func-
tion. The transverse colostomy was not removed until five
months later due to intermittent anal bleeding during the
follow-up period. Thereafter, he returned to the gastroin-
testinal department for regular check-up of chronic hepa-
titis B. However, 19 months later the patient died of
hepatic failure due to recurrent hepatocellular carcinoma
in the liver and distal scalp metastases.paraffin 1 (Hep-1; brown area).3. Discussion
Hepatocelluar carcinoma is a common malignancy in
Taiwan, and is associated with the high prevalence of
chronic hepatitis B infection with liver cirrhosis. Current
options for the treatment of HCC include surgical resection,
transcatheter arterial chemoembolization, and percuta-
neous ablation therapy. Radiofrequency ablation was
introduced as a locoregional therapy and has achieved a
high local cure rate without deteriorating the background
liver function.1 Extrahepatic metastasis occurs because the
tumor extends from the liver and directly spreads to
adjacent structures such as the adrenal gland, bowel, and
diaphragm; because of tumor rupture, which leads to
peritoneal dissemination; because of lymphatic spread
from the liver to the portal and abdominal lymph nodes; or
because of vascular spread into the systemic circulation to
the lungs and musculoskeletal system.2
For this patient, we contacted the original medical
center to review slides of his biopsy prior to RFA interven-
tion (Fig. 6). The tumor cells were large and polygonal with
abundant cytoplasm. The nuclei were hyperchromatic andFigure 4 The hepatocellular carcinoma is invading the per-
irectal fat tissue (hematoxylin and eosin stain; original
magnification, 400).slightly pleomorphic. Occasional multinuclear tumor cells
were present. We concurred with the pathologic diagnosis
of HCC. We considered vascular or lymphatic spread un-
likely because he had a normal AFP level, no primary tumor,
no distant metastasis, no intra-abdominal lymph nodes, and
no histopathologic evidence of infiltration into the rectal
wall. With his clinical history and presentation, we believed
that the rectal metastasis of his HCC resulted from seeding
after RFA.
Approximately one decade ago, the safety of RFA was
questioned after the reported occurrence of neoplastic
seeding in 4 (12.5%) of 32 patients with HCC.3 However,
several investigators reported lower incidence rates that
ranged from 0% to 0.9%.4,5 Jun Imamura et al6 recently
detected neoplastic seeding in 33 (3.2%) of 1031 patients.
In our review of the literature, a large solitary seeding mass
in the rectum after RFA for HCC is rare. In our patient, the
period from RFA to diagnosed seeding was approximately
12 months. According to Imamura et al,6 the interval ofFigure 6 Cytologically, the highly cellular tumor cells
were medium-sized and polygonal with pleomorphic hyper-
chromatic nuclei (Papanicolaou stain).
Rectal metastasis following radiofrequency ablation 143time was 4.8e63.8 months (with a median of 15.2 months)
after initial diagnosis to neoplastic seeding.
A review of previous reports in the literature shows that
a subcapsular tumor location, poor degree of differentia-
tion, high baseline AFP level, and tumor biopsy prior to RFA
were associated with tumor seeding.3,5 Intratumoral pres-
sure increased by heat during RFA may facilitate dissemi-
nation of viable cancer cells into the peritoneal cavity,
especially when the tumor is located subcapsularly.7
A possible explanation for neoplastic seeding in associa-
tion with a tumor biopsy is that viable cancer cells are
extruded into the peritoneal cavity during RFA through
the tract perforated by the biopsy needle. Another possi-
bility is that cancer cells attached to the biopsy needle
drop during needle withdrawl.8,9 In this patient, we could
not assess the aforementioned possible causes because of
the lack of RFA data. However, we could deduce that the
original tumor may have been subcapsular because there
was no RFA scar on the CT image. To avoid morbidity, more
attention must be paid when treating these subcapsular
tumorsdespecially those tumors with potentially poor
differentiation.
An abdominal CTwas not arranged on the first visit of our
patient, but was performed after his second visit due to the
elevated CA19-9 level. In our opinion, the omission resulted
from the failure to perform a digital rectal examination
(DRE) on our patient. Because the symptom of tenesmus
indicates a feeling of incomplete evacuation, the possible
causes should include intraluminal or extraluminal lesions
in the rectum, which are other than functional gastroin-
testinal disorder. A DRE is uncomfortable for patients, but
the discomfort gradually vanishes. Colonoscopy can detect
an intraluminal abnormality, but easily misses anorectal
lesions, especially extraluminal lesions. Tenesmus and
passage of small-caliber stools are symptoms of colorectal
origin. Only by combining DRE and colonoscopy can we
achieve a reliable assessment of the colorectal problem.
In a study of the natural history of HCC, it is estimated
that untreated patients survive a median of 8.7 weeks after
the time of diagnosis.10 In the literature, longterm survival
may be achieved in select cases by resecting metastases at
sites of the abdominal lymph node, adrenal gland, lung,
and peritoneum.2 We believe that our case of rectal
metastasis was similar to the reported cases. The operative
procedures performed in this patient with liver cirrhosis did
carry risks of bleeding and leakage problems because of a
large operative field and the anastomosis wound. The
Hartmann operation is safer than bowel resection withanastomosis if the patient can accept a permanent stoma.
However, we eventually performed a low anterior resection
and protective colostomy; the patient refused a permanent
colostomy.
In conclusion, DRE should be a routine procedure when
the patient has complained of tenesmus. The clinical and
past histories give important information for the diagnosis
of intra-abdominal malignancies, especially when perito-
neal seeding in the pelvis is suspected. In spite of the
aggressive resection of the HCC in this patient, the recur-
rence of HCC in the liver caused his death. The behavior of
the original intra-abdominal cancer must be strongly
related to his survival.References
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